BACKGROUND
During the past few years the American health care system has been subjected to analysis, condemnation, and extensive press coverage.
The one consistent theme has been that our current system is not meeting the needs of our society. The causes of this failure are multiple and include the changes that have been modifying the American family.
The extended family, once a significant part of the American scene, is being fragmented into nuclear families and even single individuals. Urbanisation, increased longevity, the automobile, and affluence have all been blamed. Regardless of the cause, it must be recognised that an isolated nuclear family is exquisitely sensitive to the disruptive pressures accompanying social, economic, or personal change. With the support of the extended family removed, a medi4s1 crisis can more readily itspair the effectiveness of a nuclear family and its individual members.
When this social trend is combined with the subspecialisation drives of the medical profession and the mobility of all society, one can almost guarantee a sense of isolation, a harking back to the good old days of the family "doc", and fragmented, ineffective and impersonal health care.
As health planners attempted to improve upon this complex situation, they recognised several basic truthst 1. Physical, mental, environmental and social components of health cannot be separated.
2.
Many professional skills must be brought to bear upon a patient if the full benefits of modern medicine and our society are to contribute to a solution of the problem. 
wry OF VARIOUS PROGRAMS AND MODELS PROVIDIK "FAMILYIENUESISARE"
An early model which generated much enthusiasm was the Family Health the physical improvement of the study group whereas lower socialclass fathers constituted a major portion of the physical improvement. The demand for medical services varied with the economic group, being least for families in the lower social strata. This observation has been confirmed by other studies3.
The participating families rated the team members in the following order of desirability: Physician, nurse, clerk and social worker.
Although the public health nurse was accepted by the families as having a medical role to play, the social worker was distrusted particularly by those families lower on the occupational scale.
Generally, the social worker was not considered by patients to be a significant part of health services. Dr. Silver attributed this failure to the patient's impression that needing a social worker was equivalent to acknowledgement of a psychiatric problem or a disturbed family relationship. Nevertheless, the interviews conducted by the social worker provided valuable information to the team in developing attitudes not only towards the families, but also towards their own professional roles.
Social workers, therefore, were quite valuable to the total medical effort.
Dr. Count Gibson4 has also achieved national recognition as a s- Unit was a hospital general-medical outpatient department which utilised many group practice patterns to provide care to the poor.
The Unit was detached physically and, to a significant degree, stLdents, however, become the focal point for family-centered care.
The paramedical personnel were used as consultants in moat of the programs.
The authors conclude that no widely accepted pattern for the provision and teaching of comprehensive medical care has yet developed. Dr. Snoke notes most programs did recognise the value of coordinated service for family groups as well as the significance of personal and social factors in disease. As expected, most programs emphasized education over service and limited their service to a small number of patients.
More important than the Academic and educational problems involved in the delivery of family-centered health care are the overriding and yet unanswered questions:
1.
Is family-centered care beneficial for all or some patients, for the professional, or for no one?
2.
Can family-centered care be made available to The combination of mental health, physical health, and public health services into a single coordinated attack could effectively meet the problems of a core city.
2.
A unified program could efficiently utilize limited finances and scarce skills of health professionals.
3.
A program serving an unlimited population base would be highly acceptable to patients who had previously been alienated by the traditional city hospital approach.
Many of the successes and some of the failures of this program have been documented in other publications12, 13, 14. The purpose of plis paper is not to reiterate those efforts, but rather to critically examine one element of the program that was considered central to its development. This element is the avowed purpose to deliver family-centered health care. It is hoped that a brief description of the Denver attempt to implement this concept will be of value to other programs, to health educators and to planners alike.
The health philosophers had painted a marvelous picture of the potential benefits of comprehensive family-centered care. Earlier, the researchers had offered hope that such program goals could be achieved. The demonstration of a comprehensive program directed at a large, relatively unlimited population, however, soon revealed some rather harsh realities:
Granting agencies, while eepousing the unified The current product of our medical schools often is not trained nor interested in handling the full spectrum of family health problems.
There is hesitancy in accepting other allied professionals and nonprofessionals as being capable of giving or being involved in quality care.
5.
Recruitment of health professionals is a difficult and unending process. The available help often dictates the manner in which care is delivered.
In 1966 some of these realities were recognized, some were yet to be learned; nevertheless, Denver's first health center was opened in March. All traditional health services were represented. Comprehensiveness of care was emphasized through the presence of mental health workers, social service, nutrition, public health nursing, environmental health, dentistry, family planning and "neighborhood aide" outreach. In addition, the program provided a transportation network to and from the center and back-up hospital. Baby sitter services were available in the health center.
The center was immediately inundated with patients. It quickly became apparent that to assure a responsive appointment system -17.
thus maintaining the capability to provide continuous one patientone physician medical care, a classic "drop-in" or "episodic treatment" clinic was needed. Each physician, therefore, assigned ten percent of his time to meet this need. These physicians were expected to follow each new case later on an appointment basis. A neighborhood aide was assigned full time to encourage these newly registered patients to take advantage of the appointment system and to further assure that they would have an opportunity to see their physicians even when re-entering the system as a "drop-in".
An additional device was used in an attempt to assure family linkage into this system -the "Family Summary" (see Figure I ).
This medical record was conceived to assure that the caregiver was informed of the existence and health status of other family members. It includes the date, diagnosis, and medical and ancillary service visits of each family member. The Summary was to be kept up to date, and xerox copies were to be placed in the chart of each family member.
Case conferences ware planned so that the "collective wisdom" of all professional skills of the center could be brought to bear upon patient problems. Initially, it was most difficult to recruit public health nurses to a medical clinic sinco they did not find this limited role
rewarding. An additional probletl in using the public health nurse in such a role was the extreme mobility of this groui. 
